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ULTRASHORT-ACTING INTRAVENOUS ANESTHETIC 


SURITAL sodium (thiamylal sodium, Parke-Davis) produces smooth 
anesthesia with rapid, quiet induction and prompt, pleasant recovery. 


Detailed information on SURITAL sodium will be mailed you on request. 
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EDITORIALS 


DEATH, THE INCOMPREHENSIBLE 

On October 7th I sat at the bedside of my 
long time friend, Dr. Horace Reed. I observ- 
ed the approaching incomprehensible separa- 
tion of soul and body. In the silence of the 
death chamber, I suffered under the influ- 
ence of more than 50 years of intimate as- 
sociation and the impending loss of an un- 
broken friendship. But to some extent, the 
clouds were dissipated and the light permit- 
ted to shine through when I thought what a 
lovable, cheerful, modest, generous, helpful, 
self-effacing spirit would be crossing the bar 
before nightfall. 

In our long journey together there was 
never a rift. I shall miss the support of his 
frankness, honesty and integrity. In thought, 
word and deed he was devoted to the truth. 
In his professional life his remarkable diag- 
nostic abilities and surgical skills were dedi- 
cated to his patients and to those members 
of the profession who sought his advice. All 
these functions he discharged without any 
apparent consideration of financial gain. No 
patient rich or poor ever left his presence 
without the full benefit of his knowledge as 
it applied to his or her individual needs. In 
this respect he embodied all that we treasure 
in the traditions of our profession. 

His going leaves me in a state of wonder 
and uncertainty. Why can we not see beyond 
this narrow span and know better how to 
follow on? Such separations help us to real- 
ize the uncertainty of life and its immediate 
importance. 

White I sat at Doctor Reed’s bedside 
searching for his pulse, his faithful little ter- 
rier timidly walked to his bedside, placed 
her paws on my own wrist, surveyed my 
face with a searching eye—perhaps “all see- 
ing” and then turned to look at her master 
before slipping away to her place of silent 
waiting 

There seemed to be a mutual comprehen- 
sion of impending calamity but on my part 
falling short of what I would like to know 
about that last inescapable, incomprehensible 
act in the cycle of life. 


THE MEDICAL SIDE 
OF JUVENILE DELINQUENCY 

Just when the committees and councils are 
discussing juvenile delinquency and newspa- 
pers and magazines are dishing out large 
helpings for parents, school authorities and 
law enforcement agencies, a Metropolitan 
Life Insurance Company pamphlet “Under- 
standing Your Teen Ager’’' comes from the 
press. This should help all those concerned 
about this problem. While juvenile delin- 
quency is a serious problem, it should not be 
forgotten that the teen agers who go wrong 
are decidedly in the minority. 

Aside from hereditary influences there are 
many environmental factors that enter into 
the rising incidence of emotional instability 
in the adolescent as well as in the adult. The 
family physician, especially of the now la- 
mented old fashioned type should have a bet- 
ter understanding of these varied influences 
than anyone else and should be able to con- 
tribute more toward their solution than any- 
one else with the possible of the parents. The 
family medical advisor employing his know]- 
edge of emotional disorders and their caus- 
es should in an advisory capacity be of in- 
estimable service to the parents and their 
children. In the changing socio-economic 
pattern, many people have discarded the idea 
of the family physician and too often try to 
make their own decision with reference to 
mental and physical health or depend upon 
agencies that give a relatively cold, imper- 
sonal direction too often wanting in the 
warmth and personal interest so necessary 
in the solution of such problems. All this 
merely for the purpose of making a plea for 
the old time patient-physician relationship 
so essential to physical and psychological 
stability in the family when obtainable and 
so helpful in the discovery of innate emo- 
tional abnormalities with measures of cor- 
rection or control before serious consequen- 


ces result. 
REFERENCE 
1.. D. B. Armstrong, M.D., Metropotitan Life Insurance (« 
1 Madison Ave., New York 10, N. ¥ 
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THE HUMAN BODY AND THE 
BODY POLITIC 


Apropos Virchow’s cellular pathology and 
Russia’s political philosophy it is interesting 
to note the following from Edward Barry’s' 
A Treatise on Consumption of the Lungs. 
No doubt with political expediency in mind, 
the book was dedicated to his excellency John 
Lord Carteret Baron of Hawnes and Lord 
Lieutenant of Ireland. Believing there is a 
lesson in this dedication for modern physic- 
ians, it is being reproduced in full: 

“When persons in the highest stations, 
like your Lordship, are eminently disting- 
uished for making the Good of Mankind their 
peculiar care, they have an undoubted right 
to the homage of all those who, in a more 
humble sphere, pursue that amiable end: 
While these, on the other hand, lay claim to, 
and think themselves in some degree entitled 
to their protection. 

“And tho’ this must often expose them to 
the impertinent Addresses of such who but 
impotently strive to promote the publick wel- 
fare; yet to one of your Lordship’s candor, 
the sincere intention will in some measure 
supply the place of more successful merit, 
and plead an excuse for this presumption. 

“The inquiries which have been made into 
the structure and use of the various parts 
of animal bodies, have been always attended 
with great and diffusive benefits. Several 
mechanic engines owe their origine to hints 
first taken from small machines of the same 
form in a human body; and some of the most 
curious pieces of art, and productions of na- 
ture, have been there discovered in a beau- 
tiful miniature. Sculpture, and painting, 
could not have arrived to such a perfection, 
unassisted with the previous improvements 
in anatomy: And the surprising contrivances 
that have been observed in the fabric of the 
ear, have not a little contributed to make 
music charm more powerful. The great re- 
semblance that has always appeared between 
the body politic, and natural, (human body) 
makes the latter particularly worthy of the 
encouragement, and study of the greatest 
statesman. Thus Menenius Agrippa, by his 
famous Apologue deduced from the structure 
of the body, prevailed on the mutinous Ple- 
beians to acquiesce in the authority of the 
laws. Had he been unacquainted with this 
sort of knowledge, the Republick, then in its 
infancy, might have been destroyed by civil 
fueds, and Rome perhaps had never been the 
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mistress of the world. However, these ad- 
vantages, my lord, tho’ very considerable, are 
by no means equal to such as flow from a 
judicious exercise of the art of physic; on 
which often depends the safety of the best 
patriots, and of such who are most capable 
of improving all other arts, and sciences. 

“Since then the due cultivation of medi- 
cine is of such use to mankind; since the 
most refin’d and elegant enjoyments of life 
grow insipid where health is wanting; since 
without it, we could not relish even these 
happy days, nor have a true flavor of the 
usual blessings we enjoy under your wise 
and auspicious administration; permit me, 
my lord, to lay before you, this faint essay 
in the Art of Healing. You make us every 
day more in love with life, by making us ev- 
ery day more happy in it, and consequently 
make the Art of Physic of still the greater 
importance 

“The universal reputation your lordship 
enjoys in being skill’d in every part of useful 
knowledge, your thorough acquaintance with 
the ancients, your forming your mind (where 
you thought the moderns imperfect) on their 
model, the greatest of whom made it so much 
their care to be versed in the Art of Physic, 
that it was even thought a necessary part of 
a polite education, make me believe I have 
chose the best and truest critic, as I’m sure 
I have the worthiest patron of the following 
sheets.” 


REFERENCE 


1 \ Treatise on a Consumption of the Lungs with a pre 
vious account of nutrition, and of the struce and use of the 
lungs Edward Barry, M.D., London, William and Joh 


Innys at the West end of St. Paul's. 1727 


VIRCHOW, COMMUNISM, 
THE CELL AND THE CITIZEN 


Virchow, the father of individual cellular 
anatomy and cellular pathology was honcred 
by the Soviets in 1950 when their govern- 
ment issued a stamp bearing his likeness. 
But after learning more about his discovery 
and demonstration of the individual cell, so 
fundamental in medicine and so symbolic of 


the individual citizen in a democracy, they 


attempt to throw Virchow overboard. 

Communists steal the science that makes 
atomic bombs while denying the science that 
suggests individual anatomy. In their philos- 
ophy, government takes the place of God, 
science and the free citizen. 
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Special Hrticle 


PRACTICAL APPLICATION OF LIVER FUNCTION TESTS 
IN THE MANAGEMENT OF THE JAUNDICED PATIENT 


RICHARD D. HAINES, M.D. 
TEMPLE, TEXAS 


The jaundiced patient often presents a 
challenging diagnostic problem. In the an- 
alysis of a given case, it is always essential 
to determine two factors: (1) the extent 
of hepatocellular dysfunction, and (2), the 
degree of extra biliary tract obstruction. To 
assist in this analysis, a host of liver func- 
tion tests have been proposed and utilized. 
At this time, we are not interested in the 
academic limitations of these tests; but, 
rather, to correlate the easily available tests 
as diagnostic aids in distinguishing cases 
of medical jaundice (patients whose tests in- 
dicate no obstruction of the extra biliary 
passages, but show altered liver cell func- 
tion) from cases of surgical jaundice (pa- 
tients whose tests indicate obstructed extra 
biliary passages and reasonably normal liver 
cell function). Granted, this is oversimpli- 
fication of a sometimes difficult problem; 
yet, frequently, the primary question is: 
“Will this patient be benefited by surgery?” 

As there is no single test to answer this 
question; perhaps, the problem can be solv- 
ed by the judicious application and proper, 
at times, conservative interpretation of a 
group of liver function tests. As liver func- 
tion tests frequently yield different results 
when applied to similar patient problems, 
their value lies in proper interpretation in 
the light of history and physical examina- 
tion, as weil as the stage and extent of the 
disease process. The last factor is most im- 
portant in long standing extra hepatic ob- 
struction when, as would be expected, the 
tests of parenchymal function are altered, 
depending upon the extent of associated and 
secondary liver cell involvement. Also, cases 
of non-surgical jaundice exist where liver 
function tests are similar to those showing 
extra biliary obstruction; yet, the pathologi- 
cal process is intra hepatic obseruction. Wat- 
son' has termed such cases, “cholangiolitic 
biliary cirrhosis.”” Other closerly allied con- 
ditions, as xanthomatous biliary cirrhosis, 


might show similar liver function patterns. 
Hence, before proposing the liver function 
tests which we employ, it is best to review 
the metabolic processes of hemoglobin and 
its breakdown products occurring normally 
and in the various jaundice conditions. 
PHYSIOLOGY 

In brief, normal hemoglobin metabolism 
includes the disruption of the porphyrin 
ring, removal of iron, and the formation of 
bilirubinglobin. This substance is trans- 
ported via the blood to the liver where globin 
is separated, and bilirubin is excreted in the 
bile as sodium bilirubinate. Bilirubin in 
the colon, then, is reduced to urobilinogen. 
This process is illustrated in Figure 1. A 
portion of the urobilinogen is reabsorbed in 
the portal circulation; and, finally, a small 
amount is excreted in the urine. The normal 
daily range for stool urobilinogen is 40-280 
mg.; while that of urine is 0-3.5 mg. 

The measurement of urine urobilinogen in 
the 2 to 4 p.m. urine, expressed in Ehrlich 
units (EU), is a good index of this pigment 
excretion. In our laboratory, the normal 
values for the 2 to 4 p.m. urine urobilinogen 
determination is less than 1 Ehrlich unit; 
and normal value for stoo! urobilinogen is 
150 to 330 Ehrlich units per 100 grams of 
stool (Watson method). 

The possibility of the existence of hemo- 
lytic jaundice is neglected too often. As it 
frequently enters into the diagnostic pic- 
ture, it is best to consider hemolytic jaundice, 
first, and to obtain such laboratory data as 
to exclude it. Figure 2 graphically illus- 
trates the physiological alterations prevail- 
ing. In reality, the abnormal process is pre- 
hepatic. It exists as an abnormally accele- 
rated destruction of the erythrocyte, increas- 
ed hemoglobin liberation, and subsequent in- 
crease in bilirubinglobin. (In Figure 2, this 
is portrayed by increase in the size of the 
blocks representing hemoglobin and biliru- 
binglobin.) In addition to the simple over- 
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Figure 2 
Haines: LIVER FUNCTION TESTS 
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Figure 3 
Haine LIVER FUNCTION TESTS 
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Figure 4 
Haines: LIVER FUNCTION TESTS 
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loading of the system with surplus biliru- 
binglobin, there may be variable hepatic cell 
dysfunction since some of the cells, even 
though intact structurally are functioning at 
a lower than normal rate of efficiency. No 
doubt, the combination of accelerated blood 
destruction and the temporary hepatic cell 
dysfunction are the factors which account 
for the often produced jaundice. Therefore, 
as would be expected, there is an increase 
in the delayed reacting bilirubin and a var- 
iable elevation of the stool and urine urobili- 
nogen. Bile is not present in the urine. 
Fortunately, a diagnosis of hemolytic jaun- 
dice is easily established if it is seriously con- 
sidered as a diagnostic possibility and perti- 
nent evidence sought, as: splenomegaly, re- 
ticulocytosis, spherocytosis, and increased 
fragility of the erythrocyte to hypotonic sa- 
line solution. 

There are no certain short cuts to the dif- 
ferentiation of hepatocellular, medical, from 
extra hepatic obstructive, surgical, jaundice. 
The importance of an accurate inquisitive 
history and a careful, often repeated, phy- 
sical examination are of equal importance 
to the use of liver function tests. 

The causes of hepatocellular jaundice are 
many; and while, occasionally, the etiology 
is evasive, usually, the problem is-that of es- 
tablishing a diagnosis of biliary cirrhosis, 
per se, or that of hepatitis, either infectious 
or homologous serum hepatitis. In hepatitis, 
the primary pathology resides within the 
liver. The degree of cell involvement, extent 
of functional impairment, and amount of 
secondary biliary infection will determine 
the magnitude of bilirubinuria as well as the 
variations in the urine and stool urobilino- 
gen. 

In Figure 3, the altered bile pigment me- 
tabolism is graphically depicted. In in- 
stances of severe hepatitis, the liver may be 
“‘so sick” that only small amounts of sodium 
bilirubinate enter the gastrointestinal tract, 
and the urine and stool urobilinogen excre- 
tion are within the range of value usually 
reserved for complete extra biliary obstruc- 
tion. In these cases, the daily recording of 
the urine urobilinogen may gradually show 
an increase, and this may be the first evi- 
dence of hepatic cell function improvement. 

In other instances, the disease process 
may be less severe. The factors determin- 
ing the amount of urobilinogen excreted de- 
pend on the extent and severity of this pro- 
cess, as well as the functioning capacity of 
the liver prior to the insult, and the ade- 





— 


—_ hy 








4 





January, 1954 Vol. 47, No. 1 JouxNAL or THE OKLAHOMA StaTE MEDICAL ASSOCIATION 


quacy of therapy. (An attempt to illustrate 
this first factor has been made by the shad- 
ed areas in the block representing the liver.) 
(The variable urobilinogen excretion is illus- 
trated by the one-sided perforated arrows.) 

In extra hepatic obstructive jaundice, the 
site of the pathological process, as the name 
implies, is beyond the liver within the extra 
hepatic duct system. The nature of the ob- 
struction, and in certain instances the dura- 
tion of its presence, will influence the de- 
gree of the block. This will then determine 
the amount of recoverable stool urobilino- 
gen. Fluctuating amounts have caused duct 
lithiasis to be suspected, but, also, may be 
evidence of duct neoplasm. Duct neoplasm, 
in rare instances, may disintegrate as it out- 
grows its blood supply, thereby, temporarily 
relieving the obstruction. Persistent, pro- 
gressive obstruction usually indicates malig- 
nant neoplastic obstruction; however, other 
causes, stricture or impacted stone, must be 
considered. Figure 4 illustrates the altered 
bile pigment metabolism. Obviously, the 
stool and, subsequently, the urine urobilino- 
gen will depend on the above named factors 
affecting the block. 

LIVER FUNCTION TESTS 

We have found that the consistent use of 
a small group of tests has yielded a high de- 
gree of diagnostic accuracy. A short state- 
ment regarding each test is of value. 

Serum Bilirubin: Whether there are act- 
ually two different types of bilirubin is de- 
batable; yet, two forms can be demonstrated, 
depending upon the response produced when 
exposed to Ehrlich’s diazo reagent. The one 
minute form reacts promptly with the diazo 
reagent, and, theoretically, measures the 
bilirubin which has passed through the liver 
cells. The delayed or indirect bilirubin re- 
acts only with the diazo reagent after the 
protein, with which the bilirubin is combin- 
ed, is precipated by alcohol. This distinction 
is of value clinically in the following instan- 
ces: (1). It aids in the differential diagnosis 
of hemolytic jaundice, as here, an elevated 
total bilirubin with a normal one minute bili- 
rubin exists. (2). In some instances, it may 
help to differentiate hepatic from post-he- 
patic jaundice. Classically, one obtains an 
increase in the delayed reacting bilirubin 
in hepatitis, and an increase in the prompt 
reacting bilirubin in obstructive jaundice. 
(3). The prompt direct-reacting fraction 
may be elevated even when total serum bili- 
rubin is normal, and this may be the only 


PRACTICAL LABORATORY TESTS 
RECOMMENDED FOR DIF FERENTIAL DIAGNOSIS 


Hepatocellular (Parenchymal) Obstructive (Patency Biliary Passages) 


increased delayed reacting bilirubin] Increased prompt reacting bilirubin 


Diminished cholesterol ester frac Bilirubinuria 
thon 


Positive Hanger (Cephalin choles Increased total blood cholesterol 


terol flocculation) 


Positive Maclagen (Thymol turbid- [Increased serum alkaline phosphatase 


ty 


ncreased urine urobilinagen Diminished to absent bile 
contents 





Table | 
Haines: LIVER FUNCTION TESTS 


INFECTIOUS (VIRAL) HEPATITIS 


TESTS 7/17 7724 «7738 «125 
van den Bergh * 

1 Minute 5 4.1 0.48 0.22 

Total $8 22 16 0.52 
Urine Urobilinagen 

2-4 hr. (EB. Units) os 58 M44 
Stool Urobilinogen 

E. Units) ** 23.0 60.0 
Cholesterol * 162.0 166.0 
Ester * 58.0 87.0 
Alkaline Phosphatase 

K. A. Units) $.2 10.7 
Thymol Flocculation 2- 00 00 
Thymol Turbidity 

Units) $.0 1.0 
Cephalin Flocculation 2. 0.0 0.0 


mg. per 100 m 
per 100 Gn 


Table 2 
Haine LIVER FUNCTION TESTS 


HOMOLOGOUS SERUM JAUNDICE 
TESTS $/29,51 4/2/51 4/55 


an den Bergh’ 
te 


1 Minw 2.2 0.4 
Total 8 35 
Alkaline Phosphatase 

(K. A. Ua 3.0 
holesterol 194.0 
Esters” 97 
Cephalin Flocculation 4 
Thymoi Flocculation 4 
Thymoi Turbidity 

Units 18.¢ 3.0 
Proteins - Totai** 4.8 

Album a4 
Globulin 34 
* mg. per 100 mi 
** Gm. per 100 

Tabie 3 


Haines: LIVER FUNCTION TESTS 


INFECTIOUS (VIRAL) FEPATITIS 


TESsTs 7/15/50 7/21, 50 7/24, 
van den Bergh” 
1 Minute ie a4 oe | 
Total 25.5 14.5 12.2 


Urine Urobilinogen 

2-4. br. (E. Units) I 
Cholesterol 149 
Ester* 67.0 45.0 
Alkaline Phosphatase 

(K. A. Units) 4.3 
Cephalin Flocculation 3. 
Thymol Flocculation 4. 
Thymol Turbidity 

(Units) = 
Proteins - Total** 6 

Albumin 2 

Globwlin 4 
Bromsulphalein Grade 2 Re 
S, mé- per 100 mi 

Gm. per 100 ce 


norew 
nou 


Table 4 
Haines: LIVER FUNCTION TESTS 
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dena 
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detectable evidence of hepatic cell injury, 
and has been recorded in early cases of in- 
fectious hepatitis.* 

Cholesterol and its esters: Classically, any 
process that tends to prompt regurgitation 
of bile will increase total cholesterol. As es- 
terification of cholesteral takes place in the 
liver, the determination of the total choies- 
terol and its ester fraction may be valuable 
in the diagnosis of hepatic and/or post-he- 
patic jaundice. Severe hepatic cell dysfunc- 
tion without obstruction may be associated 
with low values of the ester fraction with 
maintenance of reasonably normal! total chol- 
esterol. Among the contrainidications to bi- 
liary surgery, Snell* has listed a cholesterol 
ester fraction of less than 50 mg. per 100 
ml., and a fraction below this value is cer- 
tainly a poor prognostic sign. 

Alkaline phosphatase: In the absence of 
any specific bone pathology or metabolic 
disease, obstruction of the hepatic bile ducts 
is frequently associated with marked eleva- 
tion of alkaline phosphatase; and values in 
range of 35-45 King Armstrong units are 
not infrequent with complete obstruction. 
It is equally uncommon to find high values 
in diffuse parenchymal disease. In fact, in 
severe hepatic cell injury, such as cirrhosis 
with secondary post-hepatic malignant ob- 
struction, the alkaline phosphatase may fall 
with a persistent high serum bilirubin. 

Flocculation tests: (Cephalin-Cholesterol 
and Thymol Turbidity and Flocculation) Ce- 
phalin flocculation is attributed to altera- 
tions in the serum proteins. This test is us- 
ually positive in the early stages of infec- 
tious hepatitis. 

Thymol flocculation is related to changes 
in the globulin fraction, and the turbidity 
has been correlated with plasma lipid levels. 
Thymol flocculation remains positive during 
the convalescent stage of infectious hepatitis, 
while the turbidity test may have already 
returned to normal. These tests also become 
positive in extra hepatic obstruction, but 
their diagnostic efficiency can be relied upon 
if the jaundice is of brief duration and of 
uncomplicated obstruction. 

Urobilinogen determinations: The normal 
daily values for urine and stool urobilinogen 
have been referred to earlier. In total ob- 
struction to the extra biliary ducts, both de- 
terminz..ions will be exceedingly low. (Stool 
less than 5 mg. per 24 hours and urine less 
than 0.3 mg. per 24 hours.) * * Increased ur- 
obilinogen excretion rates in non-jaundiced 
patients may be one early indication of he- 


patic dysfunction. 

Empirically, the application of liver func- 
tion tests seems ideal. Actually, this situa- 
tion does not always prevail; but, from a 
practical, clinical standpoint, there are a 
number of altered functions observed fre- 
quently. 

Table 1 indicates the choice of tests, and 
is directed toward detecting two factors 
mentioned in the onset: (1). aegree of he- 
patocellular or parenchymal impairment and 
(2). degree of patency of extra biliary pass- 
ages. One must not expect to find marked 
positivity of all tests in either instance; in 
fact, occasionally, slight positivity of one or 
more tests may be all that is observed. The 
positivity of two tests in a given case direct- 
ing attention to likelihood of hepatocellular 
involvement and at the same time normal re- 
sponse of one or two tests listed under ob- 
structive disease would only be of added di- 
agnostic value. The reverse would also be 
true. 

It might be stated in brief that the com- 
bination of weakly or strongly positive ce- 
phalin or thymol flocculation in association 
with depressed cholesterol esters or normal 
alkaline phosphatase would favor parenchy- 
mal liver disease. On the other hand, a neg- 
ative cephalin and thymol flocculation com- 
bined with elevated alkaline phosphatase and 
increased total cholesterol would tend to in- 
dicate extra hepatic obstruction. 

The last factor listed as evidence of extra 
biliary obstruction in Table 1 is not actually 
a true liver function test (determination of 
bile in duodenal drainage) ; but is a maneu- 
ver, often forgotten, but actualiy available 
to all physicians and small hospital labora- 
tories 

When studied for evidence of infection 
(presence of white blood cells or bacteria) 
or presence of crystals, this internal secre- 
tion may lend credence to the diagnosis of 
a common duct stone. Likewise, when the 
position of the tube is checked roentgeno- 
graphically, the absence of bile in the duo- 
denal aspiration may be interpreted as strong 
evidence of extra biliary obstruction. Also, 
the presence of blood in amount greater than 
that expected from local trauma due to pass- 
ing of the tube may be a valuable clue to the 
presence of a neoplasm at the ampulla of Va- 
ter. We wish to stress the value of this pro- 
cedure and to suggest that it be a routine 
procedure in the diagnostic evaluation of any 
patient with marked jaundice without ante- 
cedent history of pain. 
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CASE REPORTS 


From a practical standpoint, it is worth- 
while to review a few case reports with their 
laboratory findings. Realizing that few cas- 
es have a “true to form” laboratory profile, 
it is significant to observe the usual trend 
of laboratory test positivity, either singular- 
ly or in combination. 


Case 1. (Infectious Hepatitis) Four 
weeks prior to coming to the hospital, a 50- 
year-old housewife noted rather constant 
nausea, vomiting and moderate diarrhea. 
She recalled ~no exposure to hepatotoxic 
agents, but jaundice was noted 10 days prior 
to admission. She had lost approximately 
30 pounds in weight. Physical examination 
revealed a chronically ill, jaundiced woman; 
however, no fever was noted. Her liver was 
not enlarged, but percussion over the right 
lower anterior rib cage was painful. With 
medical therapy (including 3,000 calorie, 
high protein, high carbohydrate diet; Li- 
pogest, two capsules three times daily; and 
supplementary vitamins; plus bed rest, she 
improved generally, jaundice disappeared, 
and she gained weight. 

Laboratory studies are tabulated in Table 
2. It is obvious at a glance that the tests 
indicate only moderate hepatocellular func- 
tional derangement, evidenced by only 2 plus 
cephalin and thymol flocculation. There was 
a prompt return to normal simultaneous 
with the disappearance of jaundice. The or- 
iginal determination of the 2 to 4 p.m. urine 
urobilinogen was within normal limits ; how- 
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ever, this was associated with a simultane- 
ous low stool urobilinogen (23 EU per 100 
Gm. stool.) This combination of factors 
would indicate only small amounts of bile 
entering the gastrointestinal tract, presum- 
ably because of a seriously damaged liver. 
Later, as clinical improvements occurred, in- 
creased urine urobilinogen was detected. Ap- 
parently, this represents a case of infectious, 
viral hepatitis. 

Case 2. (Homologous Serum Jaundice) 
For sudden anuria, a 72-year-old man had 
transurethral resection in March, 1951. Dur- 
ing his hospitalization, one ampule of plasma 
was administered. (There is no information 
as to whether or not it was irradiated.) Fol- 
lowing recovery from this surgical proced- 
ure, and approximately two months later, he 
was first seen at this institution for evalua- 
tion or rather sudden, painless jaundice of 
10 days’ duration. Physical examination, 
other than icterus, was non-contributory. 
There were no abdominal masses. 

Laboratory studies, Table 3, indicate pure 
hepatocellular dysfunction. A tentative di- 
agnosis of homologous serum jaundice was 
made, principally on the basis of the single 
feature in the case history concerning plasma 
administration, plus strongly positive ce- 
phalin and thymol flocculation, thymol tur- 
bidity, and normal alkaline phosphatase. 
With therapy, jaundice subsided promptly, 
and correspondence revealed that the patient 
was well, clinically, a month later. 
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Case 3. (Infectious Viral Hepatitis) The 
patient, a 33-year-old housewife, was acute- 
ly ill when admitted. Her history was of 
initial nausea, vomiting, generalized myalgia, 
daily low grade fever, and jaundice of eight 
weeks’ duration. Physical examination re- 
vealed fever, 100° F., pulse rate 96. Hepato- 
megaly was noted two fingerbreadths below 
the right costal margin. This region was 
tender to palpation. 


Laboratory studies, Table 4, revealed 
marked jaundice and only moderately alter- 
ed thymol turbidity, cephalin flocculation, 
and normal alkaline phosphatase in spite of 
low cholesterol esters and reversal of the al- 
bumin and globulin ratio. Six days later, a 
very marked depression of the total choles- 
terol and ester fraction was tabulated sim- 
ultaneously with a low 2 to 4 p.m. urine ur- 
obilinogen excretion, both of which substan- 
tiates severe cellular depression. Seven 
months later, even though jaundice had dis- 
appeared and the patient was asymptomatic, 
the thymol turbidity and flocculation were 
abnormal. We interpreted this as severe 
infectious hepatitis. The future may prove 
the patient to have sustained liver cell in- 
jury; or, perhaps, this patient may develop 
cirrhosis. Unfortunately, needle biopsy was 
not performed. 


Tables 5, 6 and 7 are typical and not in- 
tentionally chosen cases, all of surgically 
proved carcinoma of the head of the pan- 
creas, in which the liver function tests show 
almost consistently normal parenchymal cell 
function. The essential historical and phy- 
sical findings accompany the laboratory 
studies. In two instances, Tables 5 and 6, 
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ticle in this issue of the Journal on ‘‘ Practical Appli- 
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the Department of Medicine of the Seott and White 
Clinic. 

Henry Laurens, M.D., Salina, Kans., and Ray U. 
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of Gastroseopy’’. Doctor Laurens received his B.A., de- 
gree from the University of North Carolina in 1940 and 
received his M.D., from Tulane in 1944. From 1945-47 


he served as a captain in the medical corps. His specialty 


is gastroenterology. 

Doctor Northrip graduated from the University of 
Oklahoma in 1938. He practiced several years in Nigeria, 
Africa, and was a lieutenant commander in the Navy 
from 1944-46. A pathologist, he is a member of the 
American College of Pathologists and the Oklahoma As- 


jaundice was painless. In Tables 6 and 7, 
the patients had easily palpable right upper 
quadrant tumors. In no instance was alka- 
line phosphatase remarkably elevated. In 
Tables 5 and 6, stool urobilinogen values are 
within the range of complete extrabiliary 
obstruction. Because there is little urobilino- 
gen produced within the bowel, there is lit- 
tle or none in the urine even though liver 
cell function is probably adequate as evi- 
denced by normal cephalin and thymol floc- 
culation tests. All have a single common 
denominator—the absence of bile in the duo- 
denal drainage. This test bears re-empha- 


sis as a valuable diagnostic aid in the study 
of painlessly jaundiced individuals. 
CONCLUSIONS 


1. The separation of jaundiced patients 
into medical and surgical groups is a valid 
approach. 

2. Laboratory studies for this differen- 
tiation are suggested, and it is emphasized 
that no single test accomplishes this end. 

3. A combination of tests, conservatively 
interpreted in the light of stage and extent 
of disease, as well as accurate history and 
careful physical examination, increase ones 
diagnostic accuracy. 
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THE VALUE OF GASTROSCOPY* 


HENRY LAURENS, JR., M.D., SALINA, KANS., 
AND Ray U. NoRTHRIP, M_D., 
ADA, OKLAHOMA 


INTRODUCTION 

Gastroscopy became an accepted method 
of medical practice only 10 years after its 
introduction into this country by Dr. Ru- 
dolph Schindler. According to Schindler the 
rapid development of gastroscopy in Ameri- 
ca resulted from the cooperation of roent- 
genologists and their appreciation of the in- 
terrelationship of gastroscopy and roetgen- 
ology. 

HISTORY 

The first attempts at gastroscopy were 
made in 1868 by Kussmaul after he watched 
a sword swallower. He reasoned that a tube 
with a lamp in it could be swallowed as eas- 
ily asa sword. However, the technical prob- 
lems of illumination were not solved until the 
early 1920's. 

During the period from 1922 to 1932, Dr. 
tudolf Schindler constructed a flexible gas- 
troscope and described the endoscopic path- 
ology of the stomach. In 1934 Doctor Schind- 
ler was invited to the University of Chicago 
as a visiting professor. Since then, the gas- 
troscope has found its place in most large 
clinics and hospitals in America. 

Since Benedict developed the operating 
biopsy gastroscope, the diagnosis of gastric 
disease is on a level equal to that of any other 
organ which is accessible to endoscopic ex- 
amination. 


INDICATIONS 
The indications for gastroscopy are: 

1. Some chronic ulcers. 

2. Ulcer syndrome with no diagnosis. 

3. To follow healing of benign ulcers. 

4. Pre-operative check. 

5. Differential diagnosis between gastric 
carcinoma and benign ulcer. 

6. Differential diagnosis between chronic 
gastritis and gastric neurosis. 

7. Gross gastric hemorrhage. 


*Presented before the General Session at the Annual Meet- 
ing of the Oklahoma State Medical Association April 15, 1953. 


8. Questionable narrowed antrum. 

9. Post-operative stomach. 

10. Atrophic gastritis. 

11. Pernicious anemia. 

12. Any unexplained suspected stomach di- 
sease. 

Direct visualization of the gastric mucosa 
will sometimes reveal some form of gastritis. 
Some small gastric ulcers cannot be seen by 
the roentgenologist and are diagnosed only 
by gastroscopy. Gastric ulcers, in younger 
individuals, can often be treated medically 
and followed by both x-ray and gastroscopy. 
In addition, a biopsy of the ulcer with the 
operating gastroscope reveals the pathology 
present. 

In preparing a patient for gastrectomy, it 
is our policy to perform a pre-operative gas- 
troscopy. Occasionally a patient with a duo- 
denal ulcer may have such a severe gastritis 
that surgery should be postponed. Also, the 
gastritis may be so extensive that a radical 
gastrectomy should be done. 

The importance of pre-operative gastro- 
scopy is illustrated by the case of a 60-year 
old man who had a subtotal gastrectomy for 
a chronic duodenal ulcer with pyloric ob- 
struction and recent hemorrhage. A gastro- 
scopic examination several weeks before sur- 
gery revealed only moderate hypertrophic 
gastritis. However, the patient refused gas- 
troscopy the day before surgery. In the re- 
sected portion of the stomach was a shallow, 
acute gastric ulcer located near the edge of 
the line of excision. No evidence of the ul- 
cer was found on the external surface of the 
stomach. If the ulcer had been diagnosed 
by pre-operative gastroscopy, the surgeon 
could have located it before determining the 
line of excision. 

Occasionally the symptoms of a patient 
will cause a doctor to consider a diagnosis of 
psychoneurosis until a marked atrophic or 
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hypertrophic . gastritis is found by gastro- 
scopy. 

Causes of gastric hemorrhage are some- 
times difficult to determine. In our series 
of cases (Table 4) there were two examples 
of gastric bleeding which were not visualized 
on x-ray. One was a bleeding polyp and the 
other an acute superficial erosion. Hyper- 
tropic gastritis may rarely produce massive 
hemorrhage. 

The diagnosis of gastrojejunal ulcer is 
quite often difficult in the post-operative pa- 
tient, especially in one who has not had a 
gastrectomy, and who presents the differen- 
tial diagnosis between a recurring duodenal 
ulcer and a stomal ulcer. Most gastrojejun- 
al lesions can be seen by the gastroscopist. 

Atrophic gastritis and the gastric atrophy 
of pernicious anemia are precancerous le- 
sions. About 10 per cent of the patients 
with pernicious amenia develop carcinoma. 
Most polyps develop in stomachs with achlor- 
hydria and atrophic changes. Therefore, any 
patient who has atrophic changes in the 
stomach should be examined every six to 12 
months 

CONTRAINDICATIONS 

The contraindications for gastroscopy are 
absolute and relative: 

1. Absolute 

(a) Non-cooperation of the patient. 

(b) Obstruction of esophagus or car- 
dia. 

(c) Aneurysm of descending aorta. 

(d) Acute corrosive and acute phleg- 
monous gastritis. 

2. Relative 

(a) Acute and chronic tonsillitis and 
pharyngitis. 

(b) Cardiac insufficiency. 

(c) Dyspnea. 

(d) Cardiospasm. 

(e) Pulsion diverticulum of esopha- 
gus. 

(f) Esophageal varices. 

(g). Kyphosis and scoliosis of thora- 

cic spine. 

(h). Psychosis. 

(i). Hiatal hernia. 

When a relative contraindication is pres- 
ent, careful handling of the patient will us- 
ually lead to successful gastroscopy. The 
flexible scope can often be passed in spite of 
a moderate thoracic kyphosis. If a hiatal 
hernia can be reduced the instrument can 
be passed into the stomach. 


— 


TABULATION OF EXAMINATIONS 

The following tables summarize the re- 
sults of gastroscopy on 171 patients at the 
Sugg Clinic, Ada, Oklahoma, during 1951 
and 1952: 

The following are case reports which re- 
veal the importance of gastroscopy. 

CASE REPORTS 

(1) A 60-year-old white female entered 
the hospital several hours after marked he- 
matemesis of bright red blood, soon followed 
by tarry stools. Past history revealed that 
she had had four previous similar episodes 
during the past 12 years, each being treated 
by bed rest and iron. The patient had re- 
fused surgery since no cause for the bleed- 
ing had been determined. 

After admission, the RBC was 2,950,000 
and Hgb. 64 per cent. All other laboratory 
work was normal. Free HC1 following his- 
tamine was 32°. X-ray examination of the 
upper gastro-intestinal tract two days later 
revealed only a large diverticulum on the 
medial side of the second portion of the duo- 
denum. Fluoroscopic examination had been 
difficult due to both the patient’s weakened 
condition and the fact that she weighed 250 
pounds. 

Gastroscopic examination four days after 
x-ray revealed a large bleeding polyp on the 
lesser curvature of the antrum just promi- 
mal to the pylorus. Subsequent gastrotomy 
confirmed this, and a 1.5x1.0 cm. bleeding 
benign polyp was removed. 

(2). A 30-year-old white female entered 
the hospital after the sudden onset of tarry 
stools and indigestion. She had been taking 
rather heavy doses of salicylates for rheu- 
matism. RBC was 4,000,000 with Hgb. 80 
per cent. Free HCl was 36 

X-ray examination of the upper gastro- 
intestinal tract was normal. Gastroscopy, 
however, revealed a definite small superfic- 
ial hemorrhagic erosion on the lesser curva- 
ture of the antrum just proximal to the py- 
loric sphincter. 

Following the withdrawal of salicylates 
the patient had no further gastro-intestinal 





TABLE 1. CAUSES OF UNSUCCESSFUL 
EXAMINATION IN 6 CASES 


Lack of cooperation 2 


Lack of cooperation and marked kyphosis ] 
Lack of cooperation due to language 

barrier l 
Hiatal hernia 4 
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Normal stomach 63 
Hypertrophic gastritis 36 
Atrophie gastritis 34 
Superficial gastritis 4 


Gastric atrophy associated with 
pernicious anemia 2 


Tumor simulating gastritis l 
Carcinoma of the stomach 11 
Gastric ulcer 12 
Benign polyp 2 





TABLE 2. DIAGNOSIS MADE BY GASTROSCOPY IN 171 CASES 


Superficial erosion l 
Prolapse of gastric mucosa l 
Pylorie obstruction l 


Phytobezoar 
Post-operative stomach 12 
Normal gastroenterostomy 
Superficial gastritis 3 
Giant hypertrophic gastritis l 
Stomal uleer ] 
Reeurrent carcinoma l 


Gastrostomy 








symptoms. 

(5). A 47-year-old male gave a history 
of vague epigastric pain, indigestion, and 
weight loss for two years. Blood count was 
normal, free HC] was 68°, and the stool was 
negative for occult blood. 

X-ray examination revealed a large ulcer- 
ated mass occupying most of the antrum, 
and the roentgenologist made the diagnosis 
of far-advanced carcinoma. The patient 
was therefore given a bland diet and anti- 
spasmodics. He, however, returned in nine 
months feeling.much improved. Repeat x- 
ray examination revealed very little change 
except for more antral obstruction. Fol- 
lowing this, gastroscopy was done and this 
showed very marked hypertrophic changes 
with large nodular, edematous folds, which 
no doubt represented a tumor-simulating 
hypertrophic gastritis. The patient contin- 
ued to do well with a 10-pound weight gain 
in the next seven months and complete dis- 
appearance of symptoms on medical therapy. 

(4). A 49-year-old white male had a gas- 
tro-jejunostomy in 1948 for a chronic duo- 
denal ulcer with pyloric obstruction. In 1951 


he had a return of ulcer symptoms with a 
20-pound weight loss and occult blood in his 
stools. 

X-ray examination revealed a chronic duo- 
denal ulcer with some mal-function and ed- 
ema of the gastro-jejunostomy. However, 
gastroscopy revealed a definite jejunal ulcer, 
and subsequent surgery confirmed this with 
the finding of a large chronic jejunal ulcer. 

(5). A 63-year-old white male gave a his- 
tory of indigestion for 10 years and of hav- 
ing had a perforated gastric ulcer in 1949. 
He was next seen in 1950, at which time 
x-ray revealed a duodenal ulcer. He was not 
seen again until February, 1953, at which 
time he had a marked increase in symptoms 
and weight loss, anemia, and occult blood 
in his stools. At that time, x-ray reported a 
large irregular filling defect in the body of 
the stomach, interpreted as a carcinoma. 
Free HCI after histamine was 75°. 

Gastroscopy revealed an acute gastric ul- 
cer on the anterior wall of the distal body 
and also a large brownish-black multi-lobu- 
lated lesion in the body of the stomach. A 
diagnosis of a bezoar was made, and after 





Incorrect Gastroscopic Diagnoses: 
Infiltrating carcinoma 
Post-operative gastro-jejunitis 
Recurrent carcinoma 

Infiltrating carcinoma 

Infiltrating carcinoma 

Gastrie Jues 


Malignant uleer 





TABLE 3. INCORRECT GASTROSCOPIC DIAGNOSES COMPARED WITH 
CORRECT FINAL DIAGNOSES MADE IN 7 CASES 


Correct Final Diagnoses 
Retained food and secretions 
Reeurrent scirrhous careinoma 
Giant hypertrophie gastritis 
Hypertrophic gastritis 
Atrophie gastritis 

Carcinoma 


senign ulcer 
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Incorrect X-Ray Diagnoses: 
Possible lesion lesser curvature 
Normal gastro-enterostomy 
Diffuse polyposis 
Carcinoma of pylorus 
Normal 

Carcinoma of stomach 
Normal 

(Carcinoma 

Normal 

Normal 

Prolapsing antral polyp 
Normal 


Normal 


TABLE 4. INCORRECT X-RAY DIAGNOSES COMPARED WITH CORRECT 
GASTROSCOPIC DIAGNOSES IN 71 CASES 


Correct Gastroscopic Diagnoses: 
Carcinoma 

Mal-functioning stoma 
Normal 

Normal 

Bleeding erosion 
Phytobezoar 

Gastric uleer 

Tumor simulating gastritis 
Stomal ulcer 

Bleeding polyp 

Normal 

Hypertrophic gastritis (36 


Atrophie gastritis (24 











a history of eating persimmons for 15 years 
was obtained, repeat gastroscopy was done 
and a definite diagnosis of a phytobezoar was 
made. At surgery, one large 4x5x8 cm. and 
two smaller 3x4 cm. bezoars were removed 
from the stomach, and the patient has had 
no further difficulty. 
CONCLUSIONS 

The relationship between x-ray and gas- 
troscopic examinations is very important. 
Moersch and Kirkland have stated, “The 
close collaboration of the gastroenterologists, 
roentgenologist, and gastroscopist is of great 
importance in improving the chances of ear- 
lier diagnosis of carcinoma of the stomach.” 

Gastroscopy is an easy and fascinating 
method of examination, and with the proper 
preparation and psychological approach, can 
be done without any discomfort to the pa- 


PLAN 


the 


tient. Not few are those who prefer a gas- 
troscopic examination under the proper se- 
dation and local anesthesia to a gastric an- 
alysis. 

SUMMARY 

The indications and contraindications for 
gastroscopy are given, and the results of 171 
examinations are reported. 

The tables include causes of unsuccessful 
examinations, gastroscopic diagnosis, and a 
comparison of gastroscopic and x-ray diag- 
noses 

Five representative cases reports are pre- 
sented. 
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ADMISSION SMALL CHEST FILM 


L. M. Pascucci, M.D. 
TULSA, OKLAHOMA 


The decade 1930 to 1940 ushered in the 
era of the mass chest x-ray survey for tu- 
berculosis. Late in the same decade the de- 
velopment of photoflurography made avail- 
able a relatively inexpensive procedure for 
carrying out these mass surveys. Inasmuch 
as 16,000,000 or more persons are admitted 
to general hospitals each year', it was in- 
evitable that this chest screening procedure 
should be considered as an addition to the 
routine admission blood count, urinalysis 
and serology. Oatway’ conducted a hospital 
survey and in 1949 reported that 247 out of 
1,539 hospitals already had this program in 
action. In New York state alone, 166 vol- 
untary non-profit and public general hospit- 
als had, up to 1951, incorporated the admis- 
sion chest x-ray*. A report‘ by the Wiscon- 
sin Anti-tuberculosis Association revealed 
that of 110 hospitals contacted, 22 already 
had and 13 were planning a routine admis- 
sion film. We are at the moment not aware 
of the number of hospitals throughout the 
United States employing the routine admis- 
sion chest film, but it may be worthy of 
note that the following organizations have 
gone on record as endorsing the program: 

The American Hospital Association 

The American Medical Association, 

U. S. Public Health Service, 

National Tuberculosis Association, 
and the 

Americal Trudeau Society. 

Very recently the American College of Ra- 
diology and the American College of Chest 
Physicians joined in support of the pro- 
gram.” In addition many state and county 
societies throughout the country have voic- 
ed approval and urged adoption of this pro- 
gram. 

Our study is concerned with 3,875 out of 
a total of 21,703 admissions to St.. John’s 
Hospital during the period between June 1, 
1951 and May 31, 1952. We are aware that 
this is too short a period for any worth- 
while statistical analysis, but we believe 
that we have acquired information which 
will enable us to determine whether the pro- 
gram should be continued, and experience 
for making desirable modifications if con- 
tinued. Obviously the value of the program 
hinges on its ability to demonstrate chest 
disease not known to the patient or doctor; 


that is, its effectiveness as a screening meth- 
od. 

For the purpose of presentation we have 
selected the following categories: 

1. Pulmonary and mediastinal neo- 
plasms. 
Inflammatory lesions. 
Non-inflammatory lesions. 
Miscellaneous. 
5. Tuberculosis. 

Only the first four classifications will be 
considered at this time. A subsequent re- 
port will concern itself entirely with tuber- 
culosis. 

It is quite generally recognized that the 
radiograph is the best method known at 
present for demonstrating chest tumors when 
there is some chance for a cure. Overholt 
has emphasized that lung cancer can be de- 
tected when in the silent phase. Of 145 pa- 
tients explored at his clinic between 1938 and 
1950 for abnormalities discovered in chest 
surveys, 51 had lesions which proved to be 
neoplastic and of these, 35 were malignant. 
Blades’ has stated that “successful early di- 
agnosis of lung cancer depends almost entire- 
ly on early roentgenograms of the chest’; 
that asymptomatic bronchogenic carcinoma- 
ta discovered on routine x-ray films of the 
chest are usually resectable. Boucot* reported 
an incidence of proven cancer of 0.13 per cent 
(24 cases) in 18,633 satisfactory photoflur- 
ograms. Many other unreported and un- 
counted isolated silent pulmonary growths 
have been discovered by extensive mass 
chest x-rays conducted as a community pro- 
ject. With extension of the program to all 
hospitals, coverage of the population can be 
broadened with undoubted resultant increase 
in the number of curable lung cancers de- 
tected. 

Table 1 summarizes our findings in the 
category of pulmonary and mediastanal neo- 
plasms. Only one half of the PFX films 
were checked by a routine 14x17 inch film. 
In 66 per cent, confirmation of the presence 
of a lesion was obtained; of these the lesion 
was unsuspected in one-half. Although only 
seven out of 24 were unsuspected, actually 
from a radiological viewpoint, we must give 
the procedure credit for picking up 16 out 
of 24 since the radiologist was not aware 
of the patient’s symptomatology or physical 
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findings in the known cases when he report- 
ed the small film. 

The next table, Table 2 summarizes the 
unclassified pulmonary lesions; that is, 
shadows which were questionable, which 
could not be labeled or in which the finding 
of a haziness or infiltrate was reported. Of 
55 such, only 21 were rechecked by large 
film with confirmation in 14. Of note is 
the fact that there were three patients with 
significant disease, (bronchiectasis, pulmon- 
ary metastasis and benign tumor) which 
were unknown to the patient or referring 
physician. Adding to those, the three known 
or suspected lesions we would then have a 
total of six instances of significant disease 
demonstrated on small films in this category. 


TABLE I 
NEOPLASMS 
PFX Positive or Suspect 48 14x17’? Film—24 
Confirmed—16 Not Confirmed—S8s 
Known—9 Not Known—7 
Ca. of Lung 4) Hammartoma 1 Pulmonary 
Lymphoblas Mediastinal me Segment l 
toma 1, tastasis (Leio Inflammatory 2 
Mediastinal myosarcoma Hilar 
Path. 1, of uterus 1 Prominence I 
Malignant Lung Metastasis | Negative Chest 4 
Melanoma (Panereas) 1|\How Confirmed 
(Choroid ) 1}Lympholastoma = 1) Operation , 
Lung Metastas Hodgkin’s 1) Bronchoscopy g 
es (Panereas) 1)Lung Cyst 1 Known 
(Prostate) 1|Substernal 1) Primary 5 
Autopsy I 
Biopsy 3 
X-Ray 4 
TABLE II 
UNCLASSIFIED 
PFX-+ or 14x17’’ Confirmation Yes No 
Suspect—55 Film—21 14 7 
Known or Suspeet—3 Not Known or 
Bronchogenie cyst Suspect 1] 
(operation ) 1| Fibrosis & 
Pneumonia - misdiagnos Emphysema 4 
ed ca. (Operation) 1 | Atypical 
Fibrosis & Emphysema ) pneumonia 
Substernal thyroid ) 1} Bronchiectasis 1 
(Bronchogram ) ) 
Benign calcific 
tumor 1 
The. inactive 2 
Metastases (Pleura 
& parenchymal) 1 
Fibrosis 1 
Emphysema l 


The remaining categories may be consid- 
ered briefly. Only seven of 25 positive or 
suspect inflammatory lesions were checked 
by large films and of these, three diagnoses 
of pleural effusion, and one of pneumonitis 
were established. However, only one pleu- 
ral effusion was a surprise finding to the 
referring physician. Only one of 13 in the 
non-inflammatory category was checked by 
a large film probably because the diagnosis 
of fibrosis and emphysema did not frighten 
the referring physicians. The interpreta- 


TABLE Ill 
ALL CATEGORIES 
Confirmed Not Con 
35 firmed 21 


Significant Lesion 


Un- 

PFX Category 14x17’’ Film | known Known 

Neoplasms 24 16 6 9 8 
© Pulmonary Lesion 

(Unelassified 8} 14 3 4 7 
I Inflammatory 

Lesions 7 4 l 3 > 
NI Non-inflammatory ] 0 0 1) 1 
M Miscellaneous 3 ] 1 0 » 

Total 56 35 11 14 3} 


tion on this 14x17 inch film was inconclu- 
sive and probably not significant. In the 
miscellaneous category three of six PFX 
films were checked and a diagnosis of siloco- 
tuberculosis was made of which the refer- 
ring physician had no prior knowledge. 

A summary of all categories is seen in Ta- 
ble 3. There is a 62 per cent confirmation 
by 14x17 film. Had a higher number of 
larger films been taken, it is very likely that 
the percentage of confirmations and signifi- 
cant pathology would be lower but still very 
substantial. Of significance, however, is the 
appreciable number of serious diseases, ex- 
clusive of tuberculosis conditions, demon- 
strated which were unknown to the refer- 
ring physician or patient. This is a small 
series but Jacobson’ with a similar program 
at the Los Angeles County Hospital has re- 
ported that in a hospital survey the percent- 
age pickup of disease is 10 times as great 
as in the general community at large survey. 

Conclusion: This preliminary report 
would seem to support the copious literature 
on the value of routine admission and hos- 
pital x-rays as a method of discovering di- 
sease not previously suspected by patient or 
doctor. Statistics in this small series are of 
no value; of more significance is the detec- 
tion of four malignant and three benign 
lung lesions. Not detracting from the value 
of the method is the fact that nine addition- 
al patients with malignant lesions known or 
suspected by referring doctor were detected 
also. 

REFERENCES 

1 Bryant, Zella. Tuberculosis Case Findings in General 
Hospitals. Public Health Reports 65: 710, June 2, 1950. 

2. Oatway, W. H. Jr. The Current Status of Routine X- 
raying in General Hospitals of the United States, Arizona Med 
6:23, 1949. 

3 Siegal, W., Plunkett, R. E., and Hilleboe, H. E. Mod- 
ern Hospital July, 1951. 

4. Hein, John P. X-ray News-Report 24:8, November 1952 

5. Report of the Joint Committee. 

Diseases of the Chest 20: 709, June, 1952 

6. Overholt, Richard A. Cancer Detention in Surveys, Am 
Rey. Tuberc. 62: 491-500, November, 1950. 

7. Blades, Brian. Quoted in X-ray News. 

8. Boucot, Katherine R. Mass Surveys on (Case-Finding 
Techniques for Pulmonary Neoplasms. Am. Rev. Tubere. 62 


501-511, November, 1950. 
9. Jacobson, G. Excerpt in X-ray News, 24:5, August, 1952 














li 





January, 1954 Vol. 47, No. 1 JourNAL oF THE OKLAHOMA StTaTe MepicaL ASSOCIATION 15 


THE DIAGNOSIS AND EVALUATION OF TREATMENT 
OF THE LUMBAR INTERVERTEBRAL DISK * 


AVERILL STOWELL, M.D., ROBERT A. 


HAYNE, M.D., TULSA, OKLAHOMA, ROBERT 


A. MARTINI, M.D., MUSKOGEE, OKLAHOMA 


A great deal has been written about the 
diagnosis and treatment of the lumbar in- 
tervertebral disks, and this afte: noon we felt 
that it might be interesting to discuss some 
of the more unusual features of this syn- 
drome and evaluate the surgical methods of 
treatment. This paper will present the re- 
sults of an analysis of 725 cases of suspect- 
ed disk, referred to the Springer Clinic in 
Tulsa and to the Veterans Administration 
Hospital in Muskogee, Oklahoma. 

You have all seen the young male who 
comes into the office with a complaint of se- 
vere pain in the back and one leg. Let us 
assume that while he was lifting a piano 
he noted the sudden onset of severe pain in 
the low back, which rapidly rediated down- 
ward into the leg. This caused him to lean 
over to one side when walking, and was of- 
ten associated with numbness and tingling 
in the involved extremity. He might have 
had some weakness of the leg. On examina- 
tion in the office you noted that the man 
tended to favor the painful leg in walking, 
that there was a marked scoliosis and rever- 
sal of the normal lumbar curve, associated 
with spasm of the lumbosacral musculature, 
that the ankle jerk was diminished or absent, 
and that sensory changes were found over 
the lateral portion of the leg and foot. If 
you raised his leg from the horizontal toward 
a 45 degree angle, you produced severe pain. 
You prescribed some Tolserol, bed rest on 
boards, and made a tentative diagnosis of 
protrusion or rupture of the intervertebral 
disk. At the end of four or five weeks, if 
the patient did not improve, you referred 
him to your orthopedist or neurosurgeon for 
more definite treatment. 


*Presented before the Section of Neurology and Psychiatry 
at the Annual Meeting of the Oklahoma State Medical Associa- 
tion April 13, 1953. 


Likewise, you have seen patients who com- 
plained of pain in both legs, associated with 
a relatively minor injury, and classical signs 
of the intervertebral disk were not present. 
Such patients might have pain in the ingui- 
nal region on one side, or of the great toe. 
They might complain of swelling of the leg 
or caldness of the feet. Or they might com- 
plain of numbness in the whole leg itself. 
The numbness occasionally is confined sole- 
ly to the lateral portion of the thigh in the 
distribution of the lateral femoral cutaneous. 
Cramps on walking or on lying in bed might 
be the sole complaint. On examination you 
might note some very definite edema and 
cyanosis present in the lower extremity, or 
you might find a complete absence of evi- 
dences of sciatic nerve compression. 

The x-ray findings in these cases in the 
first attack are usually essentially normal 
in regard to the intervertebral spaces, and 
we find no evidence of narrowing of the in- 
tervertebral space. In the more chronic disk 
we find evidences of localized osteoarthritis, 
usually involving the fourth and fifth lum- 
bar vertebral bodies with narrowing 

Myelograms in the cases of disks are fair- 
ly reliable, although in a series of 42 con- 
secutive cases there were 15 false-positives 
and three false-negatives, with a lesion found 
at another interspace in the false-positives 
or no disk found, and in the false-negatives 
a rupture or protrusion was found. 

The next few slides will show some of the 
myelographic changes that are characteris- 
tic, and which may usually be called positive. 
Some of the more doubtful myelographic 
signs are also present, which may or may 
not indicate a protrusion of the disk. 

In regard to the treatment of these cases, 
we feel that conservative therapy should be 
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utilized and to the maximum degree. We 
feel that the most beneficial treatment in 
the acute disk is putting the patient to bed 
on boards for a period of seven days, and 
then having the patient in a flexion bed for 
a period of another seven days, perhaps 
utilizing leg traction during this period of 
time intermittently. Tolserol, Prostigmine, 
and other medicaments are given during this 
period to produce as great muscle relaxation 
as possible. At the end of 14 days the pa- 
tient is allowed to go home with instructions 
to be as quiet as possible for another four 
weeks. At the end of this period he is re- 
examined and evaluated. Usually he has 
shown definite improvement. He is told to 
remain off his job for a further two-week 
period, and then to go back and try light 
work for a period of one month. If, after 
a three to four-month period, the patient is 
continuing to have pain of moderate degree, 
and is unable to work, we feel that surgical 
interference should be considered. We feel 
that surgery is indicated also in the acute 
ruptured intervertebral disk, where very 
positive findings, consisting of paralysis or 
very marked weakness, are present, and the 
patient has no alleviation of pain on 14 days 
of conservative treatment in the hospital. 

In regard to the operation,we feel that a 
full hemi-laminectomy as advocated by W. 
James Gardner, is the procedure of choice 
This allows a very adequate exposure, and 
prevents some of the complications present 
in other forms of disk surgery. We are able 
to visualize the midline disk without diffi- 
culty, as well as note a displaced disk which 
has moved upward from the intervertebral 
space or downward. Most important, we are 
able to spare the nerve root, and to control 
bleeding without damaging the nerve root. 
It is important to produce as little trauma 
to the nerve root as possible. Likewise, the 
more extensive operation allows a constric- 
tion of the intervertebral foramen to be vis- 
ualized, and a decompression carried out if 
necessary. We do not feel that the more 
complete operation adds to the instability of 
the back. The question of fusion will be 
discussed by Doctor Martini of the Veterans 
Hospital. We do not feel that routine fusion 
is indicated. 


The causes of failure from surgery are: 
1) occasionally the disk is not found or a 
double disk may be present. 2- a midline or 
bilateral disk has been noted in 6 per cent 
of the cases. 3) recurrence of the disk may 
result from insufficient curetting of the in- 
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terspace, which is difficult in the interla- 
minai approach. 4) a root injury is the most 
usual cause of failure, while adhesions are 
present in approximately 25 per cent of the 
cases. 5) an injured facet is found in some 
instances. 

The results in these cases are summarized. 
We note that there is very little difference 
between the results at the Springer Clinic 
and at the Veterans Administration Hospit- 
al. This may be due to the fact that some of 
the Springer Clinic group consist of com- 
pensation cases. 

Our criteria, as you will note, are based 
on the ability of the patient to return to 
work, with or without pain. These results 
compare very favorably with the results of 
other groups, and it will be noted that in ap- 
proximately 80 to 95 per cent of the cases 
the patient is able to return to work without 
too much difficulty. 

In this discussion of the intervertebral 
disk, I would like to re-emphasize certain 
features. First, there may be definite pain 
over sympathetic pathways, and it is possible 
in the preoperative stage to partially allevi- 
ate pain by paravertebral blocks in some 
cases, and in the postoperative case to often 
bring about a change from a poor to a fair 
result by paravertebral injections. Occas- 
ionally it has been necessary to do a sym- 
pathectomy when marked causalgic symp- 
toms are present. 

Likewise, in borderline cases, where a di- 
agnosis of disk is not absolutely definite, we 
feel that an evaluation of the financial and 
physical handicaps of the patient should be 
one of the criteria for surgical interference. 
In other words, if the patient is not able to 
work, but has continuation of pain, we feel 
that surgery may well be indicated, and we 
are willing to accept a decrease in the per- 
centage of cures to help these patients. In 
some of them no disk will be found, and they 
will obtain relief. In others, a small protru- 
sion will be found, and no relief will be ob- 
tained. It is very important in these doubt- 
ful cases to evaluate both the compensation, 
the psychoneurotic, and the pension angles, 
and this is carefully done over a period of 
one, two, or three office visits. 

We have mentioned the postoperative poor 
results and the causes of these. We feel that 
should the patient go along for a period of 
three to six months after operation without 
any definite relief with conservative treat- 
ment, and even the utilization of x-ray ther- 


(Continued on Page 20) 
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The Problem of Nausea and Vomiting: 


ITS TREATMENT WITH DRAMAMINE® 


Wenes er nausea, vomiting and vertigo 
are disturbing and complicating factors, 
Dramamine may be used with confidence. 
Keats! outlines the wide list of conditions 
in which Dramamine (brand of dimenhydri- 
nate) has proved valuable as follows: “It has 
been well established in the control of motion 
sickness. It has been used effectively in the 


prevention and treatment of seasickness, air- 


sickness, [in the treatment of] the nausea of 


pregnancy, Méniére’s syndrome, . . . radia- 
tion sickness ...and postfenestration reac- 
tions.... The site of action is imperfectly 


understood, but there is indication of an 
action of depressing labyrinthine function or 
its neural pathways, a highly selective central 
action, or both. Few side reactions of this 
drug have been noted.” 

The usual dose for motion sickness is 50 
mg. (one tablet) taken one-half hour before 


departure and, if necessary, before meals for 


the duration of the journey. Control of 


nausea and vomiting of other conditions and 
severe motion sickness is achieved, with 
minimal drowsiness, by a dosage of 100 mg. 
every four hours. 

“{Dramamine] is administered orally or 
rectally. ... The same doses may be admin- 
istered rectally by insertion of the tablet or 
other suitable form... .”” 

Dramamine Liquid is particularly useful 
for children. 

Dramamine is accepted by the Council on 
Pharmacy and Chemistry of the American 


Medical Association. 


1. Keats, S.: Ataxic Cerebral Palsy with Akinetic 
Seizures: Dramatic Response to Dramamine, J. M. 
Soc. New Jersey 50:53 (Feb.) 1953. 

2. Council on Pharmacy and Chemistry: New and 
Nonofficial Remedies, 1953, Philadelphia, J. B. Lip- 
pincott Company, 1953, p. 471. 





THE VOMITING REFLEX: Vagus—- nodose gang- 
lion— solitary tract» spinal cord— cervical, thor- 
acic and lumbar nerves to diaphragm, cardiac sphinc- 


ter, stomach, abdominal and pelvic musculature. 
(After Kreeg, W. J. S.: Functional Neuroanatomy, 
ed. 2, New York, The Blakiston Company, Inc., 
1953, p. 104.) 


SEARLE Research in the Service of Medicine 
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Dresident’s Dage 


With the beginning of this New Year the American people will be looking with interest 
and hope toward our national capitol. 


With the convening of Congress, the Eisenhower administration will have an opportun- 
ity to prove to the country that it is an administration dedicated to the preservation of 
American ideals, with a sound fiscal policy and a foreign policy which will strengthen the 
hope of everyone for a lasting peace for the world at large. 


In addition to these broad observations, American medicine will watch with interest 
the recommendations that will come from our newest member of the Cabinet, Mrs. Oveta 
Culp Hobby as Secretary of Health, Welfare and Education. In addition to Mrs. Hobby’s 
recommendations in the field of health and welfare, close watch must also be kept on the 
work of the Hoover and Moulton Commissions. The Hoover Commission, which is studying 
the general organization and operation of the government will have as one of its prime 
studies the consideration of medical and health programs, including the Veterans Adminis- 
tration, which are now spread through 54 different agencies of government. The Moulton 
Commission likewise, will have an important recommendation to make to Congress as it per- 
tains to fringe benefits in the field of medical care for the dependents of members of our 
military forces. This latter Commission’s study and recommendations have an important 
bearing on the total number of physicians it will be necessary to integrate from either pri- 
vate practice or the interns and residents completing their postgraduate work into military 
service, 

In addition to the action of Congress in the field of health and welfare, the medical 
profession should take a keen interest in bringing about the adoption of the so-called Bricker 
Amendment to our Constitution, which amendment would preclude international treaties to 
which our government subscribes, becoming the law of the land without action by Congress. 
It is unnecessary to point out the dangers involved in our present situation which the 
Bricker Amendment is attempting to correct. I urge that each physician who may have 
occasion to, contact our Senators to make his position known concerning the Bricker Amend- 
ment. 


Sincerely yours, 


Sho FN Wlacel HO 


President 
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ACADEMY OF GENERAL PRACTICE 
LISTS PROGRAM TOPICS 


Program has been completed for the annual meet 
ing of the Oklahoma Academy of General Practice to 
be held February 15 and 16 at the Tulsa Hotel, Tulsa, 
Oklahoma. Speakers and titles have been announced as 
follows: 

William F. Guerriero, M.D., clinical associate profes 
sor of obstetrics and gynecology, Southwestern Medi 
cal College of Texas at Dallas—‘ Carcinoma of the Cer 
vix’’ and **Pelvie Pain.’’ 

Horace L. Hodes, M.D.,- director of pediatrics, Mt. 
Sinai Hospital, New York—‘ Treatment of the Severe 
Forms of Poliomyelitis, and the Present Status of 
Measures Aimed at the Prevention of the Disease’’ 
and ‘*The Antibiotie Problem and the Question of 
Antagonism,’”’ 

Vanuel BE. Lichtenstein, M.D., professor of surgery 
ut Cook County Graduate School of Medicine, Chicago— 
‘*The Clinieal Significance of the Position and Station 
of the Appendix’? and ‘*The Significance of Gall 
Stones to the Patient and to the Surgeon’’ 

Perrin Hl. Long, M.D., chairman of the Department 
of Medicine at the State University of New York, 
Brooklyn— ‘Uses and Abuses of the Antibioties’’ and 
‘*The Etiology and Management of Longevity.”’ 

Carlo Seuderi, M.D., associate professor of surgery 
at the University of Illinois, Chicago ‘* Backache ; 
From the Standpoint of a General Practioner-Diagnos 
is and Treatment’? and ‘Treatment of Both Bone 
Fractures of the Leg.’’ 

Harry Wilkins, M.D., Oklahoma City neurosurgeon 
‘* Diagnosis of Intracranial Lesions’’ and ‘* Emergency 
Treatment of Head Injuries’’ 

Complete program of the meeting will be mailed to 


O.S.M.A. members soon. 


DIET MANUAL IS AVAILABLE 


Of interest to physicians is the Diet Manual recently 
published by the Oklahoma Dietetie Association. As 
sistance in preparation of material was given by a com- 
mittee of the Oklahoma State Medical Association. The 
Vanual was first released at the Oklahoma State Hos 
pital Association meeting in Tulsa in November. 

The diet plans were developed primarily for the econ 
venience of personnel in small hospitals and for clinic 
inns who might wish to use the forms for planning and 
teaching dietary modifications. The manual is of loose 
leaf design and additional pages may be inserted. It 
consists of 29 pages with additional pages of tables. The 
terminology is simplified for the use of untrained kitch- 
en personnel in small hospitals. A non profit project, 
financed by the state Dietetic Association, the price of 
the manual is $1.25. Individual diets in the book are 
available in reprint form. Among the diets included 
ure ones for infant and pediatrie eare. 

For the convenience of those who would like to obtain 
copies of the Diet Manual, an order blank is given be- 


low. 





DIET MANUAL ORDER BLANK 
Mail To: 


No. ordered ($1.25 eaeh) 
Check enclosed in amount of $ 
To: Oklahoma Dietetic Association 

P.O. Box 3842 N.W. Station 

Oklahoma City, Oklahoma. 
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McGREW CLINIC OPENED IN BEAVER 





Pictured above is the new MeGrew Clinie in Beaver, 
Oklahoma. Built by E. A. MeGrew, M.D., the building 


consists of office space for two doctores and one dent 


ist, and is fireproof, as dust proof as it is possible to 
build, and has refrigerated air conditioning. Robert M 
Stover, M.D., of Miami, Okla., will be associated with 
Doctor MeGrew when he completes his resideney at the 
University Hospital, Oklahoma City. 

Doctor MeGrew’s clinie has been constructed just 
east of the new $400,000 Beaver County Memorial Hos 
pital, which was opened October 19. Doctor MeGrew 
and T. D. Benjegerdes, M.D., (now of Alva) had op 


erated the old Beaver Hospital since 1929 


COUNTY SOCIETY MEETS 


Members of the Pittsburg County Medical Society met 
November 19 at Pete’s Place in Krebs The meeting 
which was well attended, had representatives from both 
Pittsburg and Bryan Counties 

Speakers were Representative Carl Albert who dis 
cussed problems of national legislation and O.S.M.A. 
President John Me Donald, M us Tulsa, who spoke on 
V.A. Medical Care. Following the two speeches, there 
was a general discussion period. The county auxiliary 
Legislative Committee was represented by Mrs. E. D. 
Greenberger and Mrs, H. C. Wheeler. 


CANCER CONGRESS 
SLATED FOR BRAZIL 


Physicians planning to attend the sixth International 
Cancer Congress in Sao Paulo, Brazil, July 23-29 are 
urged to make their travel arrangements immediately 
Further information can be obtained from Brewster 8. 
Miller, M.D., Director, Professional Edueation Section, 
American Cancer Society, 47 Beaver St., New York 4, 
_ oe 

Steamship arrangements from New York or New 
Orleans may be made or chartered plane via regularly 
scheduled airlines from Miami or New York. For those 
taking the chartered flight from Miami to Sao Paulo, 
the round trip saving will be approximately $194.00 
Tentative program information can be obtained from 
the Executive Office or from Doctor Miller. 


CLINIC OPENED IN ENID 


Doctors George and Hope Ross and E. M. Robinson 
have opened a new clinie at 1101 East Broadway, Enid, 
Okla. 

The one story building of steel frame and masonry 
construction has a unique floor plan reflecting a eareful 
study of traffic flow. Special ‘‘sick baby’’ and ‘‘ well 
baby ’’ waiting rooms are provided, 








**Because it appears to be growing steadily more 
harassing, some remarks concerning cancer quackery 
are in order. They are in order, too, for the reason 
that from time to time the headquarters office is chid 
ed for failure to abate this or that nuisance of quack 
ery, sometimes of local, occasionally of national con 
cern, but always vexatious to conscientious stewards of 
eancer control. Cancer quackery flourishes as never be 
fore. There are fewer small-time operators than there 
were in grandma’s time; but those in business now are 
in big business. Bitters, barks, and berries have given 
way to vaccines, scientific diets, and chemotherapy. The 
acetylene lights have been outmoded by high pressur« 
y 


direct mail advertising; the tom-tom is displaced b; 
the press agent. The press agent is the most curious 
of the modern quack’s gimmicks. He is not paid. He 
earns his living in legitimate enterprise—but usually 
one which involves an audience. He himself is honest, 
but yet not qualified to pass judgment on treatment 
for cancer. He is duped into playing Svengali to the 
quack’s Trilby beeause he thinks he has discovered an 
unsung hero who has been dealt with unfairly. He de 
fends the little fellow against the big bad wolf called 
organized medicine. In a word, he is a champion. He is 


one of the widening circle, small in number but long 


on decilbes. In the halls of Congress, in state legisla 


The Diagnosis and Evaluation of Treatment 
of the Lumbar Intervertebral Disk 


(Continued from Page 16) 


apy, we should perform a re-exploration. 

I would like to briefly mention the pres- 
ence of fascial fat hernia, or tender nodules 
in the lumbar area, pressure over which will 
reproduce both the back and the sciatic pain. 
In these cases Procaine injection will often 
produce definite relief of the symptomatolo- 
gy, and we are able to remove these nodules 
without difficulty. It is important, however, 
to be sure that an intervertebral disk is not 
present in these cases. This is usually pos- 
sible by noting no changes in the neurologi- 
cal examination. 

Also it should be mentioned that a lumbar 
disk at the fourth interspace may produce 
only pain in the back, with very little evi- 
dence of sciatic pain and a completely nega- 
tive neurological examination. 


CONCLUSION 

In conclusion, we feel that with a care- 
ful work-up and evaluation over 90 per cent 
of disk surgery can be successfully carried 
out and the patient returned to work. 

Borderline cases should be treated surgi- 
cally if his working status is not restored 
after six months of conservative treatment. 

Fusion, as a routine measure, is not indi- 
cated in disk surgery. 

A lack of typical signs and symptoms, es- 
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FROM THE OKLAHOMA DIVISION AMERICAN CANCER SOCIETY 


tures, in newspaper columns, and on the radio, their 
heavy and incompetent fingers are pointed at eonjur 
ed bottlenecks in science’s efforts to solve this most 
complex of biological riddles. Their harangues have 
lately taken on a new, consistent, and ominous pattern: 
organized medicine is charged with wilfully and mali 
ciously suppressing or ignoring evidence whieh prom 
ises vast benefit to cancer sufferers. If such. a charge 
could be made out to be other than wholly irrespon 
sible, it would follow that organized medicine is a good 
deal better organized than it has been in the past, when 
it failed to suppress insulin, sulfa drugs, penicillin, 
cortisone, and an impressive list of other therapeutic 
agents. But perhaps organized medicine is interested 
in hampering only the development of more effeetive 
cancer treatment; if so—it has fallen down badly in 
having permitted nitrogen mustard, folie acid antagon 
ists, triethylene-phosphoramide, sex harmones, and a 
half-dozen radio isotopes to find a place in modern 
cancer therapeutics, not to mention its negligence in 
curbing recent surgical adeances and the development 
of more powerful radiations which are providing in 
creased life and comfort to cancer victims.’’ 


From the annual report to the members by Charles S. Cam 
eron, M.D Medical and Scientific Director, American Cancer 
Society 


pecially sympathetic system disturbances, do 
not contraindicate a diagnosis of lumbar in- 
tervertebral disk. 


RADIOLOGICAL SOCIETY 
MEETS AT LAKE MURRAY 


On November 8, the 58th anniversary of the found 
ing of x-ray by William Conrad Roentgen, M.D., th 
Oklahoma State Radiological Society held its fall meet 
ing at Lake Murray Lodge near Ardmore. 

Guest speaker at the meeting was Glenn Carlson, 
M.D., Dallas, Texas. 


TULSA FORUMS POPULAR 


Sponsored by the Tulsa Academy of General Practice 
and the Tulsa World, the publie medical forums held in 
that city during recent months have been attracting 
widespread comment. 

Audiences in excess of 1,000 have attended many of 
the forums which have been held on poliomyelitis, heart 
disease, and cancer. A forum on children’s diseases is 
planned for February 16. Tulsa physicians volunteer 
their time to serve on the panels. 





Pictured at left is Mal- 
com Phelps, M.D., El Reno, 
the O.S.M.A, representative 
on the Oklahoma Industrial 
Tour. Doctor Phelps is 
shown reviewing his notes 


at a meeting of the group 
held in New York City. 
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ORAL PENICILLIN IS AT ITS BEST 


a 





Wijeth 


PHILADELPHIA 2. PA. 











WHEN IT Is 
RELIABLY 
ABSORBED 


WHEN ITs 
THERAPEUTIC 
EFFECTIVENESS 
IS ESTABLISHED 


WHEN PALATABILITY 
ASSURES PATIENT 
CCOPERATION 


WHEN STABILITY 
ASSURES RE- 
TENTION OF 
POTENCY 


“*. .. the first oral preparation of penicillin which has 
in our experience been reliably absorbed in 100°% 
of patients, irrespective of size and weight and using 
a standard dose of 300,000 units . . . [it] was given 
irrespective of the time of meals and whether the 
stomach might be full or not’’!; ... “may be given 
without regard to meals. . .”?4 


“The results presented indicate that the oral peni- 
cillin suspension studied by us is a satisfactory 
antibiotic for the treatment of some of the common 
infections of the respiratory tract caused by 6-hem- 
olytic streptococci” ...and uncomplicated pneu- 
monias of childhood.‘ 


Bicillin “oral suspension is palatable, was accepted 
without difficulty by all patients in both groups 
[children and adults] and was well tolerated.’” 


“No children of any age have been disturbed, and 
the palatability of the product has made its admin- 
istration easy.””! 


Bicillin is highly insoluble in water. Its aqueous 
suspension, ready for immediate use, is stable for 
2 years at ordinary room temperature—77°F. (25°C.). 
Refrigeration is unnecessary. 


@ “The development of dibenzylethylenediamine dipenicillin 


is one of the important milestones in antibiotic therapy.’’5 


BICILLIN*® 


SUPPLIED: ORAL SUSPENSION sicutin, Bottles of 2 fi. oz.; 300,000 units 


Tas.ets sicutin: 200,000 units; bottles of 36. 
TaBLets sicitin: 100,000 units; bottles of 100. 


DIBENTZYLETHYLENEDIAMINE DIPENICILLIN G 


per teaspoonful (5 cc.). 


REFERENCES 
1. Cathie, 1.A.B., and MacFarlane, J.C.W.: Brit. M. J. 1:805 (April 11) 1953. 


2. Coriell, L.L., and others: Antibiotics & Chemotherapy 3:357 (April) 1953. 


3. Barach, A.L.: Geriatrics 8:423 (August) 1953 


4. Finberg, L., Leventer, I., and Tramer, A.: Antibiotics & Chemotherapy 3:353 (April) 1953 


5. Editorial: Antibiotics & Chemotherapy 3:347 (April) 1953. 
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OBITUARIES 


ALLEN G. GIBBS. M.D. 
1909-1953 


Allen G, Gibbs, M.D., Oklahoma City, died unexpeect- 
edly November 26, 1953. He was 44. 

Doctor Gibbs was President of the Oklahoma Aead- 
emy of General Practice at the time of his death and 
had served as secretary of the organization the four pre 
vious years. He was a past vice-president of both the 
Oklahoma State Medical Association and the Oklahoma 
County Medical Society and was vice-councilor of his 
district. He was a member of the committee on scien 
tifie assembly of the American Academy of General 
Practice. 

Doctor Gibbs was born in Wilkinson county, Miss., but 
had lived in Oklahoma City sinee he was three. He grad 
uated from Central Highschool in Oklahoma City and 
received both his B.S., and M.D., degrees from the Uni 
versity of Oklahoma. He was a member of Alpha Kappa 
Kappa medical fraternity. He was also 2 Mason and a 
member of the Methodist church. 

During World War II, he served as a heutenant eol 
onel with Oklahoma’s 21st evacuation hospital unit. He 
served three years in the South Pacific before returning 
to his general practice in Oklahoma City. 

Besides his wife and a son 14 and daughter four of 
the home, 1608 Pennington Way, Oklahoma City, he is 


survived by his mother, four brothers and a sister. 


OKLAHOMANS ATTEND 
COLLEGE OF SURGEONS 


Oklahoma physicians registered at the American Col 
lege of Surgeons annual Clinical Congress in Chicago 
included the following: 

Floyd T. Bartheld, MeAlester; Vanee A. Bradford, 
Oklahoma City; Irwin H. Brown, Oklahoma City; A. L. 
Buell, Okmulgee; Lt. Ernest P. Carreau, Norman; 
Riehard A, Clay, Oklahoma City; John Clymer, Okla 
homa City; Battey C. Coker, Durant; Everette E. Cooke, 
Oklahoma City; D. V. Crane, Tulsa; Frank E. Darrow, 
Oklahoma City; H. E. Denyer, Bartlesville; Harold M. 
Feinberg, Muskogee; Phil Fife, Guthrie; Roy L. Fish 
er, Frederick; William Patton Fife, Muskogee; John 
Florence, Oklahoma City; Fred T. Fox, Lawton; 

C. C. Fulton, Oklahoma City; Ingvald Haugen, Ada; 
Thornton Kell, Ardmore; Albert H. Krause, Muskogee ; 
Ray H. Lindsay, Pauls Valley; W. Carl Lindstrom, 
Tulsa; F. M. Lingenfelter, Oklahoma City; Paul B. 
Lingenfelter, Clinton; R. E. MeDowell, Tulsa; Ralph 
A. MeGill, Tulsa; F. H. MeGregor, Oklahoma City; 
Joseph C. Manning, Midwest City; Edward L. Moore, 
Tulsa ; 

Herman R. Moore, Norman; R. L. Murdoch, Okla 
homa City; Donald Oesterreicher, Oklahoma City; Joe 
M. Parker, Oklahoma City; R. E. Roberts, Stillwater; 
J. H. Robinson, Oklahoma City; C. R. Rountree, Okla- 
homa City; V. M. Rutherford, Midwest City; Gregory 
E. Stanbro, Oklahoma City; Richard G. Stoll, Chick 


asha; Evans E. Talley, Enid; Edmund H. Werling, 
Pryor; and Harold A. White, Tulsa. 
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A.M.A. GROUP PLANS TRIP 
TO HAWAII 


A party of physicians and their wives plan to take 
advantage of the American Medical Association’s 13 
day Hawaiian Holiday Tour which will follow the 
annual A.M.A,. convention in San Francisco next June 
21-25. 

The party will leave San Francisco abourd Pan 
American Airways Strato Clippers and United Air Lines 
Stratocruisers at 11:45 on the night of Friday, June 
25th—the closing day of the convention—and arrive 
in Honolulu early the next morning. 

The guests will stay at the beautiful Royal Hawaiian 
Hotel at Waikiki Beach during their eight-day sta; 
on the Islands, 

The trip ineludes a motor tour of Oahu and Mount 
Tantalus, where the visitors will get a panoramic view 
of Honolulu from Pearl Harbor to Diamond Head. 
The doctors also plan a visit to the University of Ha 
waii. 

The return trip, scheduled at 4 p.m., on July 3, will 
be made on the luxurious Matson Liner, S.S. Luline, 
which will dock in Los Angeles on July 8. 

All of the reservations are being handled by W. M 
Maloney, general agent, Room 711, 105 West Adams 
Street, Chicago. 

Dr. George F. Lull, Chicago, secretary-general man 
auger of the American Medical Association, said the 
luxurious holiday tour was arranged so that busy doc 
tors would have an opportunity to take a brief vnea 
tion with their families after the convention business 
ends and before they return to their homes. ** Every 
thing has been planned,’’ he said, ‘*to provide the 
party with a glorious vacation.’’ 

The Hawaii Medical Association will entertain the 
visiting physicians during their stay on the Islands. 

Dr. Edwin K. Chung-Hoon, president of the Hawaii 
Medical Association, said in a recent letter to Dr. Lull 
that ‘‘a warm Hawaiian Aloha awaits every doctor 
and guest in the A.M.A,. party.”’ 

‘*From the moment members of the party are greet 


Continuing, he said: 


ed with fresh flower leis and Hawaiian music as they 
step off the plane until the Royal Hawaiian band wafts 
the strains of ‘‘ Aloha Oe’*’ when the S.S. Lurline leaves 
the dock on July 3, the visitors will be expos to the 
spell of the Islands. 

‘In addition to beach life, sightsecing nd such 
pastimes, doctors in the party will attend the semi-an 
nual meeting of the Hawaii Medical Association, an 
organization of 518 physicians which was incorporated 
under the monarchy in 1856. Many doctors likely will 
find classmates or alumni of their medical schools, 
since the physicians on the Islands include graduates 
of all the major medical schools in the United States. 

‘‘Dr. Walter B. Quisenberry of Honolulu, general 
chairman of arrangements for the post-convention tour, 
guarantees that the scientific and social program will 
be different from the run-of-the mill medica onven 
tion.’” 

Dr. Chung-Hoon added this postscript to his letter 
to Dr. Lull: 

‘*‘Come and see for yourself. The Hawaii Medical 
Association anticipates extending a fond Aloha to you 


in person next June.”’ 
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RAPID ABSORPTION — MAXIMUM THERAPEUTIC EFFECT 
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The clinical effectiveness of different 
brands of mephenesin tablets depends on 
their rate of absorption. A mephenesin 
tablet that disintegrates slowly is ab- 
sorbed slowly. The resulting low blood 
levels may never produce a maximum thera- 
peutic effect. Results with such a tablet 
are usually poor. 


Tolserol Tablets are a result of extensive 
Study and are formulated to disintegrate 
rapidly for fast absorption, thus main- 
taining optimum blood levels. 


Tolserol 


(Squibb Mephenesin) 


Complete information on the use of Tolserol in muscle spasm 
of rheumatic disorders, in neurologic disorders and in acute 
alcoholism is available from the Professional Service Department, 
Squibb, 745 Fifth Avenue, New York 22, N. ¥. 
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BOOK REVIEWS 


VEDICAL TREATMENT OF DISEASE. Vol. VIII. 


Henry A. Christian, A.M., M.D., L.L.D., Se.D.( Hon). 

M.A.C.P., Hon. F.R.C.P. (Can.), D.S.M. (A.M.A.) ; 

Dale G Friend, A.B., M.S., M.D., F.A.C.P.; Maurice 

A. Schnitker, B.S., M.D., F.A.C.P. Co-Editors, Bur 

gess Gordon, M.D., William J. Kerr, M.D., and Cyrus 

(. Sturgis, M.D., New York. Oxford University Press. 

1953. 

This volume in the Oxford Medicine Series represents 
the last contribution of the great clinician, teacher and 
author, Henry A. Christian, with whom Friend, Schnit- 
ker and their co-authors Gordon, Kerr and Sturgis col 
laborated, 

In the introduction, Burgess Gordon gives the histori- 
cal background of treatment showing the long contin 
ued dominance of empiricism and the appeal of fads and 
fancies ‘‘even in the years of our enlightenment.’’ 

He follows the pendulum into the realm of therapeu 
tic nihilism and emerges with emphasis on the function 
al aspects and the more rational employment of therap 
eutiec Mmensures, 

He states that ‘‘with the advent of the antibiotics, 
hormones, vaccines, and the accessory food substances, 
it became apparent to Dr. Henry A. Christian that treat 
ment called for a companion book for the loose-leaf vol 
umes and the standard textbooks of medicine. He in 
vited Dr. Maurice A, Schnitker and Dr. Dale G. Friend 
to join with him in writing a book of living therapy. 
Dr. Christian drew from his past experience of acade- 
mic and hospital practice to elucidate the value of the 
newer drugs and procedures. Close associations in phar 
macology and clinical medicine enabled Dr. Friend to 
provide a happy balance of fundamental principles and 
practical applications in treatment. The manuscript was 
passed from one author to another for criticism and 
careful integration and was completed before Dr. Christ 
inn ’s untimely death.’’ 

Doctor Christian’s critical and constructive guidance 
is obvious and his favorite dictum ‘‘that the value of 
treatment depends equally on the selection and termina 
tion of the regimen’’ is evident throughout the volume. 

Che simplicity implied above is best illustrated by 
this paragraph from the author’s preface: 

‘*This book, as the title indicates, will describe the 
trentment, ineluding prophylaxsis, of those diseases or 
diseased conditions which ordinarily fall in the province 
of the physician or internist. It will not consider those 
whose treatment usually is carried out by surgeons and 
specialists. Deseriptions of a multiplicity of methods of 
treatment will be avoided. When more than one method 


is described, it has been done because the authors be 
lieve that not infrequently more than one method should 
be available to obtain best results; sinee individual 
patients often show differences in reaction to methods 
of treatment, sometimes one, sometimes the other proves 
more effective.’’ 

It is indicated that with few exceptions the methods 
recommended are those which the authors have employed 
and found useful. Apparently they have tried to choose 
from the new and the old those drugs and methods best 
suited to the disease or condition under consideration. 

They have tried to employ discriminating judgment 
aceording to their experience and other available evi 
denee. 

The authors have recognized the fact that therapy 
today cannot become static and that they should provide 
for inevitable changes. The looseleaf system makes this 
easy and economical. 

A working knowledge of diseases and diseased con 
ditions is assumed and the space is devoted to therapy 
alone. Of equal importance is the assumption that a 
eorrect diagnosis will serve as the basis for treatment. 

This handy, well indexed, flexible volume should be 
frequently fingered by the wide awake physician always 
in pursuit of the best for his patients. 

The fact that this book devoted to treatment, shorn 
of all fads and fancies contains nearly 1,000 pages, 
shows the stupendous task confronting the physician and 
warrants this move toward the selective simplification 
of therapy.—Lewis J. Moorman, M.D. 

FUNCTIONAL DISORDERS OF THE FOOT. 

Frank D. Dickson, M.D., and Rex L. Diveley, M.D 

J. B. Lippincott Company, 1953. 

Wide neglect of feet disorders, the authors’ contend, 
is an important justification for a book such as this. 
This reviewer is in hearty agreement. 

The discussion of the evolution, anatomy and physio 
logy of feet forms a sound background for the ensuing 
clinical deseriptions. The discussion of functional dis 
orders and their treatment is so detailed as to be pro 
lix and repetitions, 

In spite of the title, some organiic diseases of the 
various pedal components are also discussed. Other im 
portant conditions such as gout as well as infectious and 
neoplasms are strangely omitted. 

The authors’ recommendations concerning proper foot 
wear and the types of shoe corrections are clear and 
helpful as is the pictorial outline of foot exercises.— 
James E. Shipley, M.D. 








HUMPTY DUMPTY SUPERMARKETS 


announces the development of the N.W. corner of the intersection of S.W. 
44th St., and S. Western Ave., into a shopping center of unusual proportions 
with large paved offstreet parking areas. The project can provide exceptional 
facilities for a medical or clinical group. If interested call or write. . . 


W. A. COLEMAN 
16 So. Pennsylvania St. 
Oklahoma City, Okla. 

REgent 6-8541 
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and seven 


YEARS TREATING ALCOHOL 
AND DRUG ADDICTION 


In 1897 Doctor B. B. Ralph developed 
methods of treating alcohol and narcotic addiction that, by the 


standards of the time, were conspicuous for success. 


Twenty-five years ago experience had bet- 
tered the methods. Today with the advantages of collateral medicine, 


treatment is markedly further improved. 


The Ralph Sanitarium provides personal- 
ized care in a quiet, homelike atmosphere. Dietetics, hydrotherapy 
and massage speed physical and emotional re-education. Cooperation 


with referring physicians. Write or phone. 


She 


RALPH 


SANITARIUM 


A Unit of the Benjamin Bur- 
roughs Ralph Foundation for 
Medical Research 


Telephone Victor 3624 





529 HIGHLAND AVENUE @ KANSAS CITY 6, MISSOURI 
Ralph Emerson Duncan, M.D., Medical Director. 
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HAVE YOU HEARD? 


George Kimball, M.D., Oklahoma City, attended the 
annual meeting of the Society of Plastic and Recon- 
structive Surgeons held the first week of November in 
Coronado, Calif. 

W. W. Rucks, Sr., M.D., Oklahoma City, attended the 
Association of Life Insurance Medical Directors for the 
United States and Canada in New York. 

VW. H. Newman, M.D., Shattuck recently completed a 
course in the review of general surgery at the postgrad- 
uate medieal school of New York University-Bellevue 
Medical Center. 

H. J. Rubin, M.D., Tulsa, was recently elected to fel 
lowship in the American Academy of Pediatrics. 

Clair Liebrand, M.D., Oklahoma City, recently spent 
a Vacation in England and the Continent. 

C.J. Fishman, M.D., Oklahoma City, received the third 
annual B'nai B’rith Award November 15 for outstand 
ing service in inter-faith and citizenship work. 

Kk. CC, Mohler, M.D., Ponea City, has recently been 
made an associate fellow in the American College of 
Cardiology. 

J. B. Hollis, M.D., Mangum, has been named to the 
national committee of the American Legion on mem 
bership and post activities. 


PSYCHIATRIC GROUPS MEET 
IN KANSAS CITY 


Harold G. Sleeper, M.D., Oklahoma City, was eleet 
ed councilor for Oklahoma at the annual meeting of 
the Mid-Continent Psychiatric Association held Sep 
tember 26 and 27 at the Hotel President in Kansas 
City, Mo. 

The Mid-Continent Psychiatrie Association is the of 
ficial district branch society of the American Psychia 
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tric Association for the states of Arkansas, Kansas, 
Missouri and Oklahoma. 

Other officers elected were: president C. J. Kurth, 
M.D., Wichita Kans.; vice-pres. and pres.-elect, Paul 
Hines, M.D., Kansas City, Mo.; secty.-treas., Frank 
F. Merker, M.D., Topeka, Kansas; councilor for Ar 
kansas, Robert G. Carnahan, M.D., Little Rock; coun 
cilor for Kansas, William Rottersman, M.D., Topeka; 
councilor for Missouri, G. Wilse Robinson, Jr., M.D., 


Kansas City. 
ANNOUNCEMENTS 

OKLAHOMA STATE MEDICAL ASSOCIATION 

May 10-11-12, 1954, Municipal Auditorium, Oklahoma 
City. House of Delegates, Sunday, May 9. 
OKLAHOMA ACADEMY OF GENERAL PRACTICE 

February 15-16, Tulsa Hotel, Tulsa, Oklahoma. 
UNIVERSITY OF KANSAS SCHOOL OF MEDICINE 


Postgraduate courses in surgery, January 18-21. Uni- 


versity of Kansas School of Medicine, Kansas City 12, 


Kansas. 
AMERICAN DAIBETES ASSOCIATION 

Second postgraduate course in diabetes and basic meta 
bolic problems. January 18, 19, 20, 1954, Mavo Clinic 
and Mayo Foundation, Rochester, Minnesota. 
RURAL HEALTH CONFERENCE 

Ninth National conference on rural health sponsore: 
by the Council on Rural Health of the American Medi 
eal Association, March 4-6, Baker Hotel, Dallas, Texas. 
Pre-conference session for doctors only will be held 
Thursday morning, March 4, beginning at 10:00 a.m. 
CHICAGO MEDICAL SOCIETY 

Annual elinical conference, Palmer House, Chicago, 
Ill., Mareh 2, 3, 4, 5, 1954. 
DOCTORS IN ALCOHOLIC ANONYMOUS 

Fifth annual international group, Mayflower Llotel, 
Akron, Ohio, May 14, 15 and 16. For information and 
reservation address: Doctors, Mayflower Hotel, Akron, 


Ohio. 


1927 CLASS HAS REUNION 


Pictured are members 
of the University of Ok 
Inhoma School of Medi- 
cine Class of 1827 who 
attended their class re 
nnion and the Oklahoma 
City Clinieal Society 
Meeting in October. Back 
row reading left to right: 
G. L. Goodman, Yukon; 
M. ©. Hart, Tulsa; Har 
ry Wilkins, Oklahoma 
City (seeretary Oklaho 
ma City Clinieal Soei 
ety): H. W. Harris, Ok 
lahoma City; M. L. Sad 
doris, Cleveland; J. B. 
Miles, Anadarko; G. L. 
Hyroop, Oklahoma City; 
and W. L. Shippey, Fort 
Smith, Arkansas. 

Front row seated left 
to right: N. L. Miller, 
Oklahoma City  (presi- 
dent Oklahoma City Clin 
ical Society : Coy ne 
Campbell, Oklahoma 
City; J. R. Reed, Okla- 
homa City; C. M. Hodg 
son, Kingfisher; and B. 
D. Faris, Oklahoma City. 
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